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Abstract 
Unintended pregnancy is a dilemma that affects a significant proportion of American women and 
families. Reliable and consistent use of contraception has the potential to decrease unintended 
pregnancy. Health care providers caring for women seeking education and counseling related to 
contraceptive decision making must be prepared to meet both the education and counseling 
needs of their patients. The purpose of this project was to improve the quality of nurse led 
contraceptive counseling and increase participation in a shared decision making model for 
patients desiring contraceptive counseling at the time of voluntary termination of pregnancy. 
This project was a pre/posttest design quality improvement intervention pilot project with a 
qualitative focus group analysis. The World Health Organization’s Contraceptive Shared 
Decision Making Tool was implemented into current clinical practice for patients undergoing 
contraceptive selection decision making at an abortion care visit.  An educational session on the 
tool was performed and implemented into practice. Nurses at the site participated in a focus 
group discussion; a pre/posttest contraceptive counseling skills self- assessment was also 
administered. Tool usage was found to increase the information nurses gave to patients in 
counseling, improved the quality of their counseling and increased patient participation in the 
decision making process. Furthermore, nurses described a feeling of greater access to evidence 
based contraceptive guidelines and confidence in their counseling skills. The nurses’ perception 
of improvements in both establishing therapeutic relationships and patient empowerment in 
decision making were also found with tool use. Nursing leaders should consider tool use in areas 
in which contraceptive counseling occurs, especially for those specialties in which contraception 
counseling may not be a primary focus.  
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Nurses' Experiences with Implementation of a Contraceptive Shared Decision Making Tool 
Problem Identification and Significance  
Approximately 51% of the 6.1 million pregnancies every year in the United States (U.S.) 
are unplanned, resulting in 3.4 million unintended pregnancies annually.  Approximately 5% of 
the U.S. female population is burdened with an unintended pregnancy every year. Furthermore, 
40% of unplanned pregnancies currently end in abortion (Guttmacher Institute, 2015). Women 
seeking abortion services often present with a desire to be counseled on and obtain a 
contraceptive method (Kavnaugh, Carlin, & Jones, 2011). Given this need, nurses working in 
abortion care and reproductive health can play a large role in preventing the sequela of 
unintended pregnancy (Levi, Simmond, & Taylor, 2009). 
Unintended pregnancy has been linked to poorer maternal and infant outcomes including 
premature birth, delays in obtaining prenatal care and negative physical and mental health 
impacts on children born of unintended pregnancy. Significant social and economic impacts 
from an unintended pregnancy exist. Subsequently, the nation at large pays a great price, as the 
total public expenditure for unintended pregnancy in 2010 was $21 billion (Guttmacher Institute, 
2015). 
Recognizing the threat unintended pregnancy may pose to the health of American women 
and families, Healthy People 2020, the nation’s health policy agenda, included family planning 
objectives in their goals for 2020. Healthy People 2020 Family Planning (FP) Objective -6 aims 
to increase the proportion of contraceptive method usage to a target of 91% for women at-risk for 
unintended pregnancy.  In addition, objective FP objective- 7 seeks to increase the proportion of 
sexually active individuals receiving reproductive health care services (U.S. Department of 
Health & Human Resources, 2015). 
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 Health care providers likely have much work to do in meeting these targets as in 2008, 
95% of unintended pregnancies could be attributed to either non-use or inconsistent use of 
contraception (Guttmacher Institute, 2015). Interventions are needed to address contraceptive 
non-use and the high numbers of unintended pregnancies. According to the Center for Disease 
Control and Prevention (2015), strategies to reduce unintended pregnancy include the removal of 
unwarranted medical barriers, assisting women at risk in the selection of a contraceptive method 
and improving consistent and correct use of their chosen contraceptive.  
Significance 
 One intervention health care providers have utilized to reduce unintended pregnancy 
includes the promotion of Long Acting Reversible Contraception (LARCs) to their patients. 
“LARC first” contraceptive counseling has been adopted by many professional health care 
organizations in efforts to encourage LARC use and promotion by providers due to superior 
efficacy rates over other forms of contraception (Gomez, Fuentes, & Allina, 2014). Although 
vital to the contraceptive conversation, health care providers must be careful not to exclusively 
counsel patients on LARC methods or show over enthusiasm to any one particular method.  
Although LARC may be the provider’s first choice in contraception, patient autonomy must 
always be a priority and providers should seek to foster an atmosphere free of contraceptive 
coercion (Gomez et al., 2014). 
Historical encounters in contraception coercion have left a legacy of mistrust with many 
at risk groups. Patients can be suspicious of providers’ intent when counseling on contraceptives 
stressing the need for a contraceptive counseling intervention that allows the clinician to provide 
full scope contraceptive education, tailored to the patients’ values and desires, within an 
atmosphere that supports patient autonomy in decision making (Gomez et al., 2014). 
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Shared decision making is a health care communication model in which collaboration is 
formed between the patient and the provider; communication is facilitated in a patient centered 
atmosphere (Edmonds, 2014). A communication exchange between health care provider and 
patient develops in which the provider counsels the patient on evidence based treatment 
recommendations or options, while attention is given to the patient’s values and preferences.  A 
treatment decision is mutually reached by provider and patient (Edmonds, 2014).  
Shared decision making with its emphasis on patient autonomy has been recognized by 
the National Quality Forum as a potential tool to increase patient and family involvement in 
health care decision making; a benchmark highlighted by the forum as one of the six greatest 
interventions to positively impact health disparities, waste and potential harm within the current 
U.S. health care model (King, Eckman, & Moulton, 2011). Furthermore, in 2001, the U.S. 
Institute of Medicine (IOM) identified patient centered care as one of 6 key elements of quality 
health care. To translate the concept of patient centered care into clinically operational behaviors, 
shared decision making was further identified by the IOM as the apex of patient centered care 
(Edmonds, 2014). 
Active participation in decision making has been linked to higher levels of satisfaction 
with decision making. Thomson et al. (2007) found lower rates of decisional conflict in patients 
who utilized a shared decision making aid. Similarly, Loh et al. (2007) reported shared decision 
making interventions were successful at increasing patient participation and patient satisfaction 
with course of treatment. Schroy et al. (2010) reported higher rates of shared decision making in 
patients who utilized a shared decision making aid. Furthermore, decision making via a shared 
decision model has been associated with higher rates of regimen compliance (Wilson et al., 
2009). Finally, women who receive a personalized counseling intervention increase 
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contraceptive use, satisfaction and compliance (Weisman, MacCannon, Henderson, Shortridge, 
& Orso, 2002).  The purpose of this project is to improve the quality of nurse led contraceptive 
counseling through the use of a contraceptive shared decision making tool (DMT). This can 
enable nurses to not only assist women in the selection of a contraceptive method but also to 
provide women with the tools to improve their consistent and correct use of contraception, while 
fostering autonomy in decision making.  
Review of Literature 
 To best understand the complexity of a clinical problem a review of the literature was 
conducted. A search of the databases of CINAL and OVID Medline was conducted using the key 
words: Contraception counseling/contraceptive counseling, shared decision making/decision 
making, abortion. Shared decision making alone garnered 2500 articles and was further reduced 
to articles which included both subjects of shared decision making and 
contraception/contraceptive counseling. The final 10 articles were selected by limiting criteria to 
English Language, shared decision making/contraceptive counseling and contraception 
counseling at time of abortion.  
To evaluate the styles in which providers counsel patients on contraceptive use, 
Dehlendorf, Kimpork, Levy, & Steinauer (2014) conducted a qualitative analysis of 50 family 
planning visits in the San Francisco, CA area over 6 separate clinics. Grounded theory 
techniques were utilized to determine the counseling approaches and patterns. They reported 
three distinct styles of contraceptive counseling: foreclosed (48%), informed choice (30%) and 
shared decision making (22%). The authors concluded most contraceptive counseling sessions 
did not include interactive patient engagement. They summarized shared decision making and 
Contraceptive Shared Decision Making 8 
contraceptive counseling interventions should aim to instinctively engage patients of all ages to 
best meet their contraceptive counseling needs (Dehlendorf, Kimpork, Levy, & Steinauer, 2014). 
 To better understand women’s preference for contraceptive counseling and decision 
making, Dehlendorf, Levy, Kelley, Grumbach, & Steinauer, (2012) interviewed 42 women at a 
family planning clinic. Women in this study reported a desire to have ultimate control over their 
contraceptive method selection but an overwhelming majority of the participants desired 
participation from their provider in the decision making process, most importantly in a way that 
supported their personal values and preferences in contraception selection. The women reported 
a desire to be counseled in an intimate friend like relationship and desired to receive 
comprehensive information on their contraceptive options and potential side effects from their 
providers. The authors concluded in the absence of medical contraindication, contraceptive 
decision making has been conceptualized as an autonomous decision by the women, however 
there can be a role, albeit within limited parameters for the provider in the decision making 
process (Dehlendorf, Levy, Kelley, Grumbach, & Steinauer, 2012). 
To evaluate patients’ desire for contraceptive counseling at time of abortion, Kavnaugh, 
Carlin, & Jones (2011) surveyed 542 patients over 5 abortion clinics and included supplementary 
information from 161 online surveys from women post abortion within the past 5 years.  
Findings suggest two thirds of the participants reported wanting to leave their abortion 
appointment with contraception and 69% viewed the abortion care setting as appropriate for 
receiving contraceptive information. The authors concluded a significant portion of abortion 
patients desire some degree of contraceptive counseling on the day of their procedure.  
Matulich, Cansino, Culwell, & Creinin (2014) reported differing findings. The authors in 
this case concluded from the surveys of 199 respondents that 64% did not wish to discuss 
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contraception that day, of those 52% identified already having decided upon a future 
contraceptive option. It was found that 29% of patients did desire contraceptive counseling 
services, of those 25% reported the desire to receive counseling to assist them in discovering an 
easier method to use then their previous (Matulich, Cansino, Culwell, & Creinin, 2014) 
The effectiveness of contraceptive counseling and immediate contraceptive provision 
during time of an abortion visit was evaluated by Ortayli, Bulut, & Nalbant (2001), three 
hundred and forty-two Turkish women were followed for 6 months after receiving impact 
counseling and immediate contraceptive provision. Counseling by a contraceptive trained nurse 
was performed and the nurse counselor gave information on contraceptive types, usage and side 
effects. At the time of follow up it was found that 80% of the women were using a modern 
contraceptive when compared to the national average of only 40%. The authors concluded the 
women’s access not only to modern contraceptive but also more in depth contraceptive education 
helped to increase contraceptive uptake rates after abortion (Ortayli et al., 2001). 
Similarly, Nobili, Piergrossi, Brusati, & Moja (2007) performed a randomized 
prospective control trial to evaluate the effect of patient centered contraceptive counseling at 
time of abortion on future rates of contraceptive use. A transdisciplinary approach was employed 
with the experimental group. A psychologist counseled women regarding personal contraceptive 
agendas, barriers, experiences and perceptions of contraceptive use. A gynecologist then 
provided the participants with contraceptive education regarding types, usage and side effects.  
Researchers found a rise from 20%  to 80 % uptake rates of very effective contraceptive methods 
in the experimental group as compared to a change from only 19% to 38% in the control group. 
Furthermore, participants in the experimental group found significant increases in knowledge 
and favorable attitudes of contraception when compared to those in the control group 
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(p=0.0001).  The authors concluded the incorporation of patient centered counseling in patients 
undergoing voluntary termination of pregnancy could assist in the reduction of future abortions 
due to increased use of contraception (Nobili et al., 2007). 
Likewise, Ferreira, Souza, Pessoa, & Braga (2011) conducted a prospective randomized 
control trial of 246 women in Brazil who underwent personalized counseling following an 
abortion. Researchers found those who had received the interventional counseling 98.4% 
continued contraceptive use at a 6 month follow up, when compared to 70% in the control group 
(p<0.001). The authors concluded individualized contraceptive counseling resulted in an increase 
in contraceptive acceptance, uptake and adherence following an abortion (Ferreira et al., 2011). 
Yassin & Cordwell (2005) published the results of a quality improvement project 
performed at a surgical abortion clinic in the United Kingdom. Previously, the clinic’s provision 
of contraceptive services was found to be unsatisfactory for women requesting termination of 
pregnancy. The authors audited the years 2000-2001 and found only a 40% uptake in 
contraception after abortion by patients of the clinic. To improve the quality of contraceptive 
services at the site experienced family planning nurses with additional training in counseling 
were hired to perform contraceptive counseling at the pre-abortion visit. Post intervention the 
authors reported contraceptive uptake rates increased to 96%, with 73% of women choosing a 
higher effective method of contraception (Yassin & Cordwell, 2005). 
Not all research surrounding contraceptive counseling and abortion has produced similar 
results. Bender & Reynir (2004) conducted a randomized trial of 420 Icelandic women. The 
intervention group underwent contraceptive counseling that examined their past contraceptive 
behaviors and future needs, the control group received standard contraceptive counseling. At a 4-
6 month follow up there was found to be no significant difference in contraceptive uses, 86% of 
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the experimental versus 85% of the control. The authors concluded that the form of contraceptive 
counseling did not improve contraceptive uptake rates but recognized those at higher risk for 
repeat unintended pregnancy needed specialized attention (Bender & Reynir, 2004). 
Langston, Rosario, & Westhoff (2010) performed a randomized control trial dividing 
patient participants (n=222) seeking first trimester termination of pregnancy. Participants were 
randomized to either a control group, with standard counseling by the physician provider or the 
experimental group, who underwent a structured counseling session with the use of a 
contraceptive shared decision tool with a research coordinator. The intervention group was no 
more likely to participate in the selection of a very effective method (defined by the study as 
sterilization, implant or intra-uterine device) than the control (OR 0.74 95% 0.44, 1.26). The 
experimental group was also found to be no more likely to initiate a contraceptive method (OR 
0.65 95% CI 0.31, 1.34). The authors concluded structured counseling was not associated with 
the use of a very effective method in the 3 months post abortion. However, the authors reported 
the tool was used for standard structured counseling and not tailored counseling as it was 
designed. Furthermore, the control group received counseling from specialty trained family 
planning physician providers (Langston et al., 2010). 
Summary. Women want health care providers to educate them on contraceptive options with 
particular emphasis on side effects and how methods meet their particular values and needs. 
Women desire the ultimate control in decision making but desire an environment which fosters 
patient centered education. A significant proportion of women seeking abortion services desire 
some form of contraceptive counseling on the day of their abortion procedure. Therefore, 
providers working in abortion care must be skilled in performing patient centered contraceptive 
counseling in a shared decision making model. Contraceptive counseling at time of abortion has 
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been found to have a positive impact on the uptake of contraception by women, stressing the 
importance of providing quality contraceptive counseling at this pivotal encounter. Finally, a 
knowledge gap was identified when literature examining the experiences of nurses use and 
implementation of a shared decision making tool into contraceptive counseling in abortion care 
was assessed to be lacking. 
Purpose 
This project is an educational/counseling quality improvement pilot project. The purpose 
of this project was to implement evidence based shared decision making tool into current clinical 
practice for women undergoing contraception selection decision making at the time of an 
abortion care visit. The specific aims for this project were: 
1. To improve the quality of nurse led counseling sessions in regards to contraceptive 
selection  
2 .To increase nurses’ access to current evidence based guidelines in the provision of 
contraception. 
3. To increase nurse/patient participation in a shared decision making model 
A gap in the nurses’ knowledge base was identified, as was a desire to gain skill in shared 
decision making regarding contraceptive choice. This project aimed to bridge this knowledge 
gap in regards to contraception and contraceptive counseling techniques through the use of a 
contraceptive shared decision making tool.  
Design and Methods 
This quality improvement pilot project paired an educational intervention with the 
implementation of a tested contraceptive shared decision making tool into contraception 
counseling at time of an abortion visit. A pretest/posttest design with a qualitative evaluation via 
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a focus group discussion was utilized to evaluate the impact of the DMT on clinical practice. The 
project was implemented and evaluated over three main phases: 1) a pretest self- assessment of 
counseling skills and an educational in-service to teach the nurses about the DMT; 2) 
implementation and utilization of the tool in clinical counseling practice by the nurses; 3) A post-
test with focus group discussion to gain knowledge of the nurses experiences with the tool after 6 
weeks of clinical practice. 
At the start of the in-service the nurses completed the pre-test followed by a modified two 
hour core training module on contraceptive counseling as designed by World Health 
Organization (WHO) for the training of contraceptive counselors and the use of the WHO 
contraceptive shared DMT. This module can be used with professional and lay workers alike and 
can be modified to meet the needs of the facility. Given the number participants, familiarity with 
the staff and the knowledge level of the nurses, in regards to basic patient counseling techniques 
of trained professional Registered Nurses (RNs), much of the information in the full eight hour 
training session was found to be both redundant and below the nurses level of need. Therefore, 
modification of redundant, non-setting relevant or previously known content was removed.  
A copy of the education in-service agenda can be found in Appendix A. As outlined in 
the WHO training module a pre-survey was conducted at the beginning to view the nurses’ self-
assessment of current contraceptive counseling skills. This survey was repeated by the nurses at 
the six week post intervention focus group discussion to quantitatively assess the nurses’ view of 
contraceptive counseling skills after the in-service training and use of the DMT in clinical 
practice. The survey content is located in Appendix B and the focus group discussion guidelines 
are in Appendix C.  
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The principle investigator was the moderator of the focus group discussion and questions 
were designed to encourage the nurses to discuss both positive and negative aspects of tool use to 
decrease potential for bias. At the conclusion of this project an executive summary was presented 
to the nursing staff and site Executive Director, attached in Appendix D, summarizing the project 
findings and recommendations, in addition, nursing staff retained the tool and a copy of the 
power point slides to update the tool as needed. 
Setting and Sample 
 The participants were a convenience sample of RNs working in a mid-Atlantic state, 
high volume, ambulatory out-patient surgical abortion center. The inclusion criteria for this 
project were staff nurses who self-selected to participate in the project. Nurses were to be 
excluded from participation if their employment was per diem or temporary, in addition to those 
who chose to decline participation. The project had the approval of the agency’s Director of 
Nursing and the Executive Director and approval from the Institutional Review Board of Drexel 
University prior to initiation to ensure the protection of the subjects.  Informed consent to 
participate was obtained at the onset of the project and participants were informed of their right 
to decline to participate at any time without repercussions. Participant identification was 
removed from the project materials and a numeric identifier was assigned. The entire nursing 
staff of the agency (7 RNs) chose to participate.  
Nurses in this facility rotate through positions and are not generally employing the same 
responsibilities on a daily basis. Although this ensures a very skilled and interchangeable nursing 
staff it does potentiate a knowledge gap in the arena of contraceptive counseling. Furthermore, 
nurses at this site are responsible for contraceptive counseling yet have received little training on 
contraception in general and little to no formal training in contraceptive counseling techniques. 
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Nurses in this role see approximately 20-50 patients a day, 5 days a week. Although a 
proportion of patients do not wish to discuss contraceptive intention at this visit; this is always 
respected by the nurses, patients are never subjugated to contraceptive information against their 
desire. As part of the educational session with the RNs, this aspect of respecting the wishes of 
the client was reinforced.  A majority of patients at this site enter into some aspect of 
contraceptive counseling with the nurses.  
World Health Organization Contraceptive Shared Decision Making Tool 
To meet the needs of both patients and nurses this project utilized the evidence based 
shared contraceptive decision making tool developed by WHO. In 2005, the World Health 
Organization conjunction with Johns Hopkins University developed the decision tool and 
educational intervention. The WHO’s  Decision Making Tool for Family Planning Clients and 
Providers (DMT);  includes a two-sided flip chart that serves as both a decision making aid for 
patients and a counseling aid reference for providers. The patient side of the tool presents 
illustrations, simple language, patient education, and decision making content.  The 
corresponding provider page works as a counseling aid by including how and when to start the 
method, common side effects and medical eligibility criteria, in addition to prompts that aid the 
providers in assisting the patient through the decision making process. The format of the DMT 
allows the patient to be an active participant in the shared decision making process. The WHO- 
DMT allows for modification to the tool to include local terminology, contraceptive updates and 
agency specificities (WHO, 2015).   
The WHO’s contraceptive shared decision making tool has been tested both domestically 
and internationally with most noticeable results in the ability to improve patient provider 
communication and delivery of information. Kim et al. (2005) evaluated the WHO’s DMT use 
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on both providers and patients.  After implementation providers were found to give more 
information on contraception, they were better able to specialize their counseling to tailor patient 
needs and they participated in increased education of dual protection methods for HIV/AIDS 
prevention.  Patient involvement in decision making and active patient communication was 
found to increase with tool use. Finally, a shift was found from a provider dominated session to a 
shared decision making model of care and communication (Kim et al., 2005). 
Kim, Davila, Tellez, & Kols (2007) evaluated the implementation of the WHO DMT on 
family planning centers in Nicaragua and found similar results. Improvements in providers’ 
ability to identify/respond to patient needs, provide education on chosen method and increased 
patient involvement in decision making were reported. The DMT was found to have a greater 
impact on providers counseling skills but increases in patient’s ability to verbalize personal 
situation and wishes were also found. The authors concluded the tool was both an effective 
support for providers and a decision aid for patients (Kim et al., 2007). 
Farrokh-Eslamlou, Ashlmand, Eslami, & Homer (2014) evaluated the implementation of 
the WHO DMT and found the use of the tool in 52 rural and urban public health centers in Iran 
resulted in positive impact on verbal and non -verbal communication between providers and 
patients (p < 0.05). The tool was also found to have a positive result on the contraceptive method 
selection by patients, in addition to improvements to both the providers contraceptive technical 
competence and the quality of the information providers gave to patients (p<0.05). Patient 
satisfaction with family planning services rose from 72% to 99% with use of the tool (p <0.05) 
(Farrokh-Eslamlou et al., 2014). 
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Data collection and analysis 
The WHO counseling self -assessment tool was utilized in this project in a pre-test/post-
test format. The 32 self -assessment questionnaire was reduced to 31 questions as one question, 
“Say something personal to the client for example, how well or attractive they or baby look” was 
deemed inappropriate for the project setting. The questionnaire was administered to participants 
prior to the education in-service and again 6 weeks after use of the tool in the clinical setting. 
The questionnaire assessed nurses’ self-assessment in response to: listening skills, being 
responsive to the client, expressing positive emotions, verifying the client’s decision, giving 
information, encouraging client participation and provider behavior. The participants scored 
themselves in three categories: “ I could do better”  assigned a numerical value of 1, “ I do okay”  
scored as 2 and “ I do very well” as 3. Descriptive frequency statistics were applied to the 
quantitative data and an analysis was conducted via Microsoft excel, Version 2010.  
The focus group discussion was recorded and transcribed verbatim by an outside 
transcriptionist. Qualitative analysis of the focus group discussion was conducted through the 
reading and re-reading of the focus group transcripts. The transcripts were coded, categorized, 
recorded by thematic content and content thematic analysis was applied. The members of the 
committee reviewed the findings and analysis continued until mutual agreement as to the 
thematic content was reached. 
Results  
 The entire nursing staff of the agency (7 RNs) chose to participate in the pre-test and 
education in-service, of those 5 participated in the post-test and focus group discussion. This was 
due to the loss of two participants to change in employment status during the implementation 
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phase. The results and finding were shared with the project site and participants agreed with 
result findings.     
Quantitative Data 
 The results of the pre-test/posttest scores averaged an overall improvement in all 
assessment categories of 15%. Seven of the thirty-one assessment questions demonstrated the 
most significant improvement with a change in scores equal to or greater than 30% in the 
following categories: ask patient about feelings (50.77%), ask patient about decision to adoption 
of a new method (50.77%), explain how technical information relates to patient’s personal 
situation (40%), discuss dual protection with patient- protection from pregnancy and STI/HIV 
(40%), use of a chart, model or method sample to help explain model (30.67%), maintaining eye 
contact with patient (31.25%) and reassure patient about safety of contraceptives (30%), see 
Table 1. Conversely, 3 questions had minor losses as demonstrated in Table 2. The results in 
their entirety can be found in Appendix E.  
Table 1 
WHO DMT Self-Assessment Counseling Skills Significant Gaines 
Heading/ 
Question 
Pre-test score  
Average 
Post-test score 
average 
Gain 
Expressing Positive 
Emotions: Q#11- “Ask 
client about her 
feelings” 
 
1.86 2.80 50.77% 
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Verifying the clients 
decision: Q#19- “Ask 
reasons for the 
client’s decision to 
adopt, continue using 
or switch to a certain 
method” 
 
1.86 2.8 50.77% 
Giving information: 
Q#25- “Explain how 
technical information 
is related to the 
client’s personal 
situation” 
 
1.86 2.6 40.00% 
Giving information: 
Q#26- “Discuss dual 
protection with the 
client (protection from 
pregnancy and 
STI/HIV)” 
1.86 2.6 40.00% 
Giving information: 
Q#23- “Use chart, 
2.14 2.8 30.67% 
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model or method 
sample to help explain 
method” 
 
Listening skills:  Q#2-
“maintain eye contact 
with client 
2.29 3.0 30.00% 
Being Responsive to 
the Client: Q#9-
“Reassure the client 
about safety of 
contraceptive” 
 
2.0 2.6 30.00% 
Note. Seven self-assessment scores gains > 30% 
 
Slight declines (<2%) were noted between the pre-test and post-test scores in response to 
questions assessing nurses’ self-assessment of responding to patient’s question/statements, 
respecting patient’s opinion and checking for patient understanding, see table 2. 
Table 2 
WHO Self-Assessment loss findings 
Heading/Question Pre-test Score Post-test Score Loss 
Being responsive to 
client: Q#6- 
2.86 2.8 -2.0% 
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“Respond to the 
client’s questions and 
statements” 
 
Being responsive to 
client: Q#8- “Respect 
clients’ opinion” 
 
2.86 
 
2.8 
 
-2.0% 
 
Provider Behavior: 
Q#18-“Check 
whether the client 
understands and 
remembers technical 
information” 
 
2.43 
 
2.4 
 
-1.18% 
Note. 3 areas of assessment loss 
  
Qualitative Data 
 Two major themes were identified from the data of the focus group analysis: Enhanced 
Education and Enhanced Participation.   
Enhanced Education. All of the nurses in the focus group described feeling that with the 
use of the tool they were able to provide a higher quality contraceptive counseling session. Three 
sub-themes were identified within education: Superior nurse educator, a better supported nurse, a 
more confident nurse.  
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Superior nurse educator. To demonstrate the ability to better educate patients when 
using the tool, one participant reported, “I think it was helpful for our patients, to give them a lot 
more information than we usually do when we see them”. Another nurse participant concurred 
when she reported:  
“….it definitely made it more educational for the patient….I think they get the whole 
picture of it [contraception]…..the book keeps you on track as a nurse and makes sure 
you are hitting everything that they need to know, which I think educates more so they 
are more likely to have a better response with birth control options..”.  
 
The tool was also found to be helpful in the counseling sessions to provide the patient 
tailored information and education. One nurse reported, ”it prompts them to ask questions, so 
you’re not repeating something that they already know and you can really get down to what they 
don’t’ know and what they would like to know more about.”  
The nurses felt the patients most receptive to the tool were contraceptive novice and 
undecided method patients, as stated by one nurse, “it’s really good for patients who have never 
been on birth control before because it gives you everything ...all the options out there”. This was 
echoed with undecided patients as well when another nurse commented:  
“I think it’s easier to use if they don’t know what they want to choose….those undecided 
because it’s like, Look! What do you want to learn about? You can teach them. If they 
know what they want I don’t find it all that helpful because they know how to use or, or 
they tried it already.” 
 
Another participant reported, “It’s helpful so you can answer the questions more accurately” 
when discussing the benefit of having the information in the tool at hand during a counseling 
session. 
The nurses felt the tool could also be helpful for patients with previous “bad” experiences 
with a contraceptive method by their ability to use the tool to educate the patient on normal side 
effects of a particular method. One participant reported: 
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“..being able to compare the different methods and have them realize that they actually 
were having a normal reaction to things and they shouldn’t just be, I guess shy away from 
birth control, help them come back to it ” 
 
A better supported nurse. Nurses also found support for themselves in their ability to 
provide education to patients. One nurse reported when using the tool she felt the tool supported 
her ability to communicate normal contraceptive side effects to patients and respond more 
accurately to patients’ contraceptive questions. She reported, “I found it helpful if they were 
stuck on a question, if the patient asks you something that you haven’t heard before ….it [tool] 
was there to answer the questions a little more clearly than normal”. 
The DMT was also viewed by the group as a positive learning tool for new nurses. One 
nurse reported: 
“I think it is a great tool for when nurses are hired, new people in the field of GYN… 
you really make them feel comfortable [by using tool] going in with a patient knowing 
that they’re going be able to counsel this patient to the fullest, educate the patient 
appropriately and then that patient is going to have a good counseling session with them. 
And hopefully, you know that they will be happy with the birth control that they choose.”  
 
The feeling of being more supported and confident with contraceptive counseling when using the 
tool was unanimous by all nurse participants of the focus group. 
A more confident nurse. A sense of greater confidence in counseling skills and the 
information given to patients was identified. One nurse stated, “You actually kinda sound 
smarter than your really are” when describing how the tool made her feel more confident and 
comfortable with contraceptive counseling and ability to provide patients with information. 
 
Enhanced Participation. The second major theme to be identified in the focus group was the 
theme of enhanced participation. The nurses agreed unanimously that the use of the tool 
increased the patient’s participation in the decision making process. Three subthemes were 
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identified within participation: Patient centric, patient empowerment, fostering a trusting 
environment.  
Patient centric. The participants expressed a feeling of a more patient centered session. 
One nurse reported the session as “More patient driven. They are asking you more questions and 
going about it versus you kind of directing the conversation and then you get the appropriate 
responses”. Another nurse reported, “the roles were like a bit more reversed…..they were 
reversing and asking us the open ended questions and kind of wanted to know more of what 
they’ve seen in the book”.  
 Patient empowerment. The sense of a more empowered patient was revealed a nurses 
reported, 
“ I also feel like it gives the patient the power to really make an informed 
decision…..They feel so much better, they feel like not only are they educated, but it was 
their choice. As opposed to before were it was like well I think that this birth control is 
better for you…..because they got all the information and the options were available to 
them they were the ones to make the decision completely on their own.”  
 
Another nurse participant confirmed this feeling when she reported, “patients were really 
coming forward, more so, what they want versus you suggesting.” A third nurse reported, “…it 
gives them the means to participate, it allows them to be able to participate versus just a verbal 
conversation...they’re the ones who start the questions for you based on the information you’re 
providing”.  Also discussed by a nurse participant, “they [patient] actually choose a birth control 
method by the interaction.”  
 Foster of a trusting environment. The nurses revealed the use of the tool encouraged the 
development of a trusting environment when one nurse reported,  
“it almost helped break down some walls that they might have had or if they felt guarded 
it kinda was no longer, it was like a more of a patient friendly atmosphere, you know 
nurse/patient, but it almost became like a more friendlier and uplifting atmosphere where 
they felt more comfortable and once you’re now speaking about birth control they’re 
Contraceptive Shared Decision Making 25 
asking more questions and felt more comfortable opening up more about more subjects 
with you then I guess, when we weren’t using it [tool].” 
 
Cycle of Education and Participation. 
With the use of the DMT the nurses increased the information and education given to 
patients, as more education was given, patients then increased participation within the decision 
making process. This in turn led nurses to further increases education given to patients, fostering 
trust and participation by the patient. The themes of education and participation were found to 
support each other and fed in a cyclic form, see Figure 1.  
Figure 1 
 
Discussion 
The purpose of this project was to increase the quality of nurse led contraceptive 
counseling and to increase nurse/patient participation in a shared decision making model. The 
purpose was met as demonstrated by the finding of the quantitative and qualitative results. 
Nurses’ utilization of the WHO DMT resulted in an improvement in the quality of nurse led 
education participation 
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contraceptive counseling satisfying the goal of specific aim one. The nurses’ self- assessment 
after the intervention rose most when evaluating their ability to discuss contraceptive safety, 
discussing reasons for adopting a new method, using charts and models to explain the method, 
counseling on technical aspects of contraception and discussing dual STI/HIV protection.  
The participants improved the quality of the education given to patients in part by 
increasing the amount of education given to patients and the greatest category gains in the self – 
assessment scores were reported in the category of “Giving Information” in addition to the 
quality of the information that was provided to patients. Nurses reported in the focus group with 
tool use they not only increased the information given to patients prior to tool use, but that the 
information provided was also more accurate. This demonstrates an improvement of the quality 
of nurse led counseling increased after the tool was implemented into clinical practice.  
Subsequently, the quantitative findings of improvement in nurse led counseling sessions 
were also found in the qualitative analysis. One of the main themes to be identified was 
enhanced education; within enhanced education a sub-theme of superior nurse educator was 
found. The nurses in their own words reported not only providing more information but also 
more accurate information to patients and felt they were better educating patients on 
contraceptive options when compared to their counseling sessions prior to the tool intervention. 
The quantitative findings of the self-assessment scores were validated by the finding of the focus 
group analysis; both found an increase in the quality of nurse led counseling post intervention. 
These finding support the previous finding by Kim et al. (2005), Kim et al. (2007), Farrokh-
Eslamlou et al. (2014) in which improvements to the quality of contraceptive counseling given 
after the implementation of a contraceptive shared decision tool were found.  
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Given counseling sessions in this setting took place at an abortion clinic where pregnancy 
prevention tends to be the larger focus, it was not expected that the use of the tool would 
encourage the inclusion of STI/HIV methods in counseling sessions as might be expected in a 
full scope family planning session. A 40% increase in nurses’ self-assessment of the “inclusion 
of dual protection methods” into counseling indicates an increase in quality contraceptive 
counseling. The findings of this project support previous findings by Kim et al. (2005) in which 
increases in provider discussion of dual protection methods (contraceptive and HIV/AIDs 
prevention) was also found.  
 The goal of specific aim two was to increase nurses’ access to current evidence based 
guidelines was also met through the implementation of the DMT.  One sub-theme to emerge 
from the focus group was “a supported nurse”. Every nurse reported a greater access to both 
evidence based guidelines and contraceptive information, and further descried the tool as 
supportive for their counseling session. This in turn, led the nurses to further agree that the 
quality of their sessions had also improved with the tool use as their ability to accurately answer 
patient questions with current evidence based contraceptive information to patients was 
improved. Furthermore, the nurses’ qualitative findings where reflected in the quantitative scores  
as the ability to provide technical contraceptive information and use of models/chart to counsel 
were both assessed by the nurses to have increased after implementation of the tool. This 
supports findings by Farrokh-Eslamlou et al. (2014) who found an increase in the technical 
competency in providers with use of the WHO DMT. 
Use of the WHO DMT in clinical practice also resulted in the satisfaction of specific aim 
three which sought to increase nurse/patient participation in a shared decision making model. 
Significant gains in participants’ self- assessment scores in  “including patient feelings in 
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decision-making” and “making eye contact with the patient”, both demonstrate an increase in 
nurse/patient participation within the shared decision  making model. Furthermore, one of the 
two main themes to be identified in the focus group analysis was enhanced participation. Three 
sub- themes within the main themes of enhanced participation were identified: Patient centric, 
patient empowerment and fostering a trusting environment.  
The participants agreed the tool was a positive asset to not only engage patients in the 
contraceptive decision making process but also served to create a shared decision making 
session. The nurses unanimously agreed that use of the tool increased patient participation in the 
decision making process. They reported that with the use of the tool patients asked more 
questions, sought more information and expressed their personal needs and values. With this 
information the session could be tailored to meet each patient’s needs and therefore the sessions 
became more patient centered. Nurses were serving as the information source, guiding the 
patient through the options while supporting patient decision making. Again, as with specific 
aims one and two, the self-assessment findings were validated by the findings of the focus group 
analysis. Finally, these finding also support Kim et al. (2005) in which providers reported the 
ability to better tailor counseling sessions and increase patient involvement in decision making, 
with a shift form a provider dominated session to a shared decision making model.   
Three minor decreases in the nurses’ self –assessment of counseling skills, in areas of 
responding to patient question, respecting patient opinions and checking patient understanding 
regarding technical information were found. However, no mention of a sense of being less 
responsive to patient’s questions was found in the focus group discussion or subsequent analysis. 
It is possible these decreases could be the result of the change in sample size from pre/posttest, 
familiarity with question during post-test or a more critical self-evaluation in the posttest after 
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exposure to use of the DMT. Furthermore, it is also possible with use of the tool patients had 
fewer questions at the end of counseling which could have been interpreted by the nurse as sense 
of responding to fewer questions.  
Although the nurses found the tool to improve the quality of their counseling sessions, 
they felt the size and at times the quantity of the content of the tool to be overwhelming for not 
only themselves but patients as well. They proposed a tool with a similar format, abbreviated 
information, smaller in size and more patient initiated or driven. The nurses theorized if the flow 
of the flip chart was to be reversed to be patient driven as opposed to provider, this could result 
in additional patient centered qualities for a shared decision tool. Additionally, the nurses found 
the pictures in the tool to be outdated and a distraction to themselves and the patients.  
The participants also noted counseling sessions increased in time with DMT use. 
Although, the ability to properly educate patients was welcomed by the nurses, the length of 
counseling sessions in a fast paced clinic setting posed some concerns and some of the 
participants proposed tailoring the use to those most receptive. The nurses at this agency 
identified the tool to be most useful for first time contraceptive users and those who are 
undecided as to their choice of contraceptive options. Those not wishing to discuss contraceptive 
intent or who presented for their appointment with known contraceptive intent were found to be 
the least receptive to the tool.   
All three specific aims supported previous findings of Kim et al. (2005),  Kim et 
al.(2007) and Farrokh-Eslamlou et al. (2014), however new findings not previously discussed 
were also identified in this project. The role of empowerment with the DMT use was identified 
by the nurses as a by- product of the shared decision making process. The nurses reported when 
they engaged patients in the decision making process with the use of the tool, the session not 
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only shifted to be dominated by the patient but the patient was perceived to have a sense of 
empowerment within the decision making process. The nurses reported feeling the tool gave 
patients a vehicle into decision making and reported through the interaction interpreting a greater 
sense of decision satisfaction and autonomy in decision making.  
Along with empowerment, the ability to foster a trusting environment was also identified. 
The analysis of the focus group highlights the nurses’ ability to foster a trusting environment 
when the tool was utilized. They reported with use of the tool the environment of the session 
became uplifted, friendly, and positive yet patient centered. They reported feeling the tool served 
as a medium to break down barriers that may have hampered the nurses’ ability to facilitate 
communication, which was resolved with use of the tool. Patients report a desire to be counseled 
on contraceptives in a positive, friend like intimate environment (Dehlendorf et al., 2012). With 
utilization of the DMT, the nurses in this group expressed the ability to better meet this need. 
The outcome of creating a trusting environment can be viewed as an enhanced 
therapeutic relationship. A therapeutic relationship between a nurse and a patient is a relationship 
in which the nurse utilizes his or her communication skills, knowledge and strengths to enhance 
the patient growth (Varcarolis, 2013). The goals of a therapeutic relationship in nurse/patient 
counseling includes facilitating communication, assisting patient with problem solving, helping 
patient to examine destructive behaviors and promote self-care (Varcarolis, 2013). When patients 
are engaged in the process of care planning their compliance with care increases, furthermore the 
process itself results in an increased emotional connection and therapeutic relationship between 
nurse and patient (Foster & Hawkins, 2005). 
Nurses in the focus group discussed the ability to better communicate and share more 
information to their patients. They reported they were better equipped to assist patients in 
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problem solving as they had immediate access to information and answers within the tool. They 
reported this led them to be able to participate with patients in the decision making process and 
in turn support the patient in the decision making process as well (see figure 1). The ability to 
better facilitate information needed to engage patients in decision making therefore allowed the 
nurses to promote self -care and independence (or decision autonomy) for their patient. Through 
the use of the tool the nurses were able to not only improve the quality of their counseling 
session but increased the ability to achieve a therapeutic relationship.  
Although shared decision making improves nurse/patient communication, the issue of 
contraceptive use, compliance and ultimately reducing unintended pregnancy is a complex 
dilemma with likely no one magic bullet. No single intervention can negate the responsibility of 
ethical nurses to educate patients. According to the American Nursing Association (2001), The 
Code of Ethics for Nurses Provision 1.4 includes the Right to Self-Determination and reads as 
the following: 
“…Patients have the moral and legal right to determine what will be done with their own 
person; to be given accurate, complete and understandable information in a manner that 
facilitates an informed judgment to be assisted with weighting the benefits, burdens and available 
options in their treatment, including the choice of no treatment; to accept, refuse, or terminate 
treatment without deceit, undue influence, duress, coercion or penalty; and to be given necessary 
support throughout the decision making and treatment process. Such support would include the 
opportunity to make decisions with family and significant others and the provision of advice and 
support from knowledgeable nurses and other health professionals. Patients should be involved 
in planning their own health care to the extent they are able and choose to participate.” 
(American Nurses Association, 2001, p. 8) 
 
Providing nurses with a counseling tool that facilitated a counseling session in which the 
nurse was better equipped (a knowledgeable nurse) to counsel their patients on the availability of 
contraceptive options (the benefits and the burdens of contraception) then resulted in the 
provision of a session that become free of deceit, coercion and ultimately gave the patient ethical 
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support through the decision making process. The collaboration of a shared decision allows the 
nurse to fulfill his/her ethical obligation to the patient and meets the patient’s need for education; 
the result is a contraceptive shared decision. 
Implications for Health Policy 
 Current health care policies pose a threat to women’s access to contraception. Without 
access to the chosen contraceptive quality education will do little to improve unintended 
pregnancy rates. The Affordable Care Act in theory grants women greater access to 
contraceptive choice, however, insurance barriers still remain in effect in centers that provide 
abortion (Guttmacher Institute, 2011).  Abortion centers and most specifically surgical out-
patient centers find barriers to insurance reimbursement of high ticket contraceptives for patients 
desiring same day placement. Many centers are unable to offer same day placement due to low 
reimbursement rates, necessitating the patient to make a subsequent trip for contraception, a 
barrier to access (Guttmacher Institute, 2011). 
Political ideology threatens women without insurance access to contraception in general, 
but even more so at time of abortion services. Abortion providers who concurrently provide low 
cost or free contraception via federal funding, most notably under the auspices of Title X, are 
under threat from political attacks to remove funding. This in turn threatens to create further 
barriers for contraceptive access, which could result in a decrease of patient access to free or low 
cost contraception at time of abortion. Health care policies are needed that will protect women’s 
access to contraception (Guttmacher Institute, 2011). 
Implications for Nursing Research 
 Nursing research is needed on ways in which quality counseling paired with other 
modalities such as immediate contraceptive availability post abortion, free or no cost 
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contraception, continuing education/support and other interventions may have on reducing 
unintended pregnancy rates. In addition, the effect shared decision making has on contraceptive 
use, compliance and unintended pregnancy rates needs further evaluation. Finally, the effect a 
DMT has on counseling times or ways in which counseling time and tool use could be made 
more practical for high paced clinic settings warrants investigation.  
Implications for Nursing Practice 
This project demonstrated use of an evidence based contraceptive shared decision making 
tool to improve the quality of contraceptive counseling by nurses and engage patients in 
contraceptive decision making into a shared decision making model. The use of a shared 
decision making for contraceptive counseling both meets the patient’s need for education from 
the provider while decreasing the risk of contraceptive coercion by the provider. Nursing leaders 
should consider its utilization in practice in fields in which contraceptive counseling is common 
such as family planning and gynecology. Furthermore, specialties such as abortion care, primary 
care, internal medicine and pediatrics, may often encounter patient desire for contraceptive 
counseling could benefit from tool utilization. 
Limitations 
 This project was limited by a small sample size and utilization of the tool in only one 
health center limiting the ability to generalize findings to other populations, however, this was a 
quality improvement pilot project aimed to improve quality in one center.  The loss of two 
participants from the pre to post- test also poses a risk to quantitative findings in addition to the 
subjective nature of the self-assessment. Finally, the principle investigator was an employee of 
the facility increasing the risk of social desirability within the self-assessment scores and focus 
group discussion.   
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Summary 
 Implementation of a contraceptive shared decision making tool led to higher quality 
counseling between nurses and patients, while the provision of education in turn lead to 
increased participation in the decision making process by patients. The shared decision making 
model can meet patient’s need for contraceptive education while supporting the provider and 
patient both in creating a therapeutic environment, which builds trust and is free of contraceptive 
coercion.  
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Author/ 
Publication 
Year 
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Setting 
Design Data 
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Findings 
Recommendation Limitations Level of 
Evidence 
Dehlendorf, 
C., Kimpork, 
K., Levy, K., 
& Steinauer, 
J. (2014). 
Funding by 
Society of 
Family 
Planning and 
grant from 
The Eunice 
Kennedy 
Shriver 
National 
Institute of 
Child Health 
& Human 
Development. 
A Qualitative 
Analysis of 
Approaches to 
Contraceptive 
Counseling. 
To identify 
the ways in 
which health 
care providers 
guide 
contraception 
counseling 
sessions with 
women. 
Between 
August2009- 
January 
2012, 
convenience 
sample of 
342 women 
seeking 
contraception 
counseling 
services with 
42 health 
care 
providers 
over 6 family 
planning 
clinics in 
California. 
Qualitative 
analysis. 
Grounded 
theory 
342 Family 
planning 
counseling 
encounters 
audio 
recorded. 50 
sessions 
randomly 
selected for 
analysis. 
Sessions 
transcribed 
and coded. 
Most visits 
did not 
include 
interactive 
engagement 
between 
patient and 
provider.  
48 % 
foreclosed 
method. 30% 
informed 
choice 
model. 22% 
shared 
decision 
making 
model 
(SDM). 
Women < 25 
y.o. least 
likely to be 
counseled 
with SDM. 
Contraceptive 
counseling 
interventions 
should encourage 
responsive 
engagement 
between provider 
and patients of all 
ages to best meet 
the contraceptive 
needs of women. 
1. Single 
metropolitan 
are utilized 
2.Only 
advanced 
practice 
providers 
sessions 
were 
analyzed 
3. Results 
coded by 
only on 
author 
Level 6 
(Melnyk 
& 
Fineout-
Overholt, 
2014). 
Dehlendorf, 
C., Levy, K., 
Kelley, A., 
Grumbach,K., 
& Steinauer, 
J. (2012). 
Funded by 
Fellowship of 
Family 
Planning and 
National 
Center for 
Research 
Resources, 
The National 
Center for 
Women’s 
preferences 
for 
contraceptive 
counseling 
and decision 
making. 
To assess 
patient 
preferences 
regarding the 
contraceptive 
counseling 
process with 
focus on 
decision 
making. 
Convenience 
sample of 42 
women 
seeking 
family 
planning 
services 
between 
January 
2009- May 
2009 at 5 
California 
outpatient 
health 
centers (4 
primary care 
Modified 
grounded 
theory 
Semi-
structured 
interviews 
recorded after 
contraceptive 
counseling 
session. 
Recordings 
transcribed 
and coded. 
Women 
desire 
ultimate 
control over 
contraception 
selection. 
Desire some 
participation 
from 
provider in 
decision 
making 
especially 
regarding 
side effects. 
Desire to be 
Health care 
providers should 
consider the 
adoption of 
patient centered 
approaches to 
contraception 
counseling. 
Single 
metropolitan 
area. 
Level 6 
(Melnyk 
& 
Fineout-
Overholt, 
2014). 
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Advancing 
Translational 
Sciences and 
Office of the 
Director of 
National 
Institutes of 
Health (NIH). 
and 1 
OB/GYN 
clinic).   
counseled in 
intimate, 
friend like 
environment 
that 
emphasized 
patient 
values and 
preferences 
in 
contraception 
selection.  
Kavnaugh, 
M. L., Carlin, 
E. E., & 
Jones, R. K. 
(2011).  
Funded by 
the Society of 
Family 
Planning and 
Charlotte 
Elletson 
Social 
Science 
Postdoctoral 
Fellowship in 
Abortion and 
Reproductive 
Health. 
Patients’ 
attitudes and 
experiences 
related to 
receiving 
contraception 
during 
abortion care. 
To document 
patient 
attitudes 
regarding 
reception of 
contraceptive 
counseling 
and 
contraception 
services at 
time of an 
abortion visit. 
To identify 
characteristics 
in women 
most 
interested in 
long acting 
contraception. 
Purposive 
sample of 
542 women 
from five 
high volume 
abortion 
clinics across 
United 
States. 161 
supplemental 
online 
surveys also 
include from 
women who 
had 
undergone 
abortion in 
the past five 
years. 
Quantitative 
descriptive 
study 
Four page 
structured 
survey 
inquiring 
about interest 
in receiving 
contraception 
and 
contraceptive 
counseling. 
2/3 women 
desired to 
leave 
appointment 
with 
contraceptive 
method. 67% 
felt abortion 
center was 
appropriate 
setting to 
receive 
contraceptive 
counseling. 
Many women 
interested in 
learning about and 
receiving 
contraception 
methods in the 
abortion care 
setting. 
1. Not a 
nationally 
represented 
sample.  
2. Online 
supplemental 
surveys pose 
threat of 
overly 
positive 
responses. 
Level 6 
(Melnyk 
& 
Fineout-
Overholt, 
2014) 
Matulich, M., 
Sansino, C., 
Culwell, K. 
R., &Creinin, 
M. D. (2014). 
Funded by 
University of 
California, 
Davis. School 
of Medicine 
Student 
Research 
Fund. 
Understanding 
women’s 
desire for 
contraceptive 
counseling at 
time of first 
trimester 
surgical 
abortion.  
To investigate 
whether or 
not women 
seeking first 
trimester 
surgical 
abortion 
desire 
contraception 
counseling on 
day of 
abortion. 
Convenience 
sample of 
199 women 
seeking first 
trimester 
surgical 
abortion 
from October 
2012- 
January 2013 
at four 
Northern 
California 
abortion 
Quantitative 
descriptive 
study.  
Self-
administered 
survey 
queried 
demographics 
and desire for 
contraception 
counseling 
day of 
abortion.  
64% 
participants 
did not desire 
counseling. 
52% of those 
reported 
already 
knowing 
method 
would use. 
29% desired 
counseling. 
Health care 
providers working 
in abortion care 
should be aware a 
portion of women 
may not desire 
contraceptive 
counseling on day 
of abortion. 
1.Small 
sample size. 
2. Single 
geographic 
location 
limits ability 
to generalize 
finding. 
Level 6 
(Melnyk 
& 
Fineout-
Overholt, 
2014) 
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clinics.  
Ortayli, N., 
Bulut, A., & 
Nalbant, H. 
(2001).  
No funding 
source 
identified.  
The 
effectiveness 
of pre-
abortion 
contraception 
counseling. 
To investigate 
the 
effectiveness 
of pre-
abortion 
contraceptive 
counseling by 
contraceptive 
trained nurse 
counselors on 
contraceptive 
uptake rates. 
Convenience 
sample of 
236 women 
undergoing 
abortion (less 
than 10 
weeks 
gestation) at 
an Istanbul, 
Turkey 
Health 
Center.  
Prospective 
Cohort 
Study 
Participants 
surveyed on 
contraceptive 
use at time of 
conception, 
abortion and 
at 6 months 
post abortion. 
Post abortion 
contraceptive 
uptake rates 
found to be 
80% 
compared to 
national 
average of 
40%. 
Pre-abortion 
contraceptive 
counseling 
combined with 
immediate post-
abortion provision 
could significantly 
increase 
contraceptive use. 
1.Higher 
proportion of 
younger 
participants 
lost to follow 
up  
2. Risk 
social 
desirability 
bias  
3. Sample 
specific 
geographic 
and ethnic 
population 
limits ability 
to generalize 
finding. 
Level 2 
(Melnyk 
& 
Fineout-
Overholt, 
2014). 
Nobili, M. P., 
Piergrossi, S., 
Brusati, V., & 
Moja, E. A. 
(2007).  
No  funding 
source 
identified. 
The effect of 
patient-
centered 
contraceptive 
counseling in 
women who 
undergo 
voluntary 
termination of 
pregnancy.  
To investigate 
the 
knowledge, 
contraceptive 
attitudes and 
uptake of 
women who 
receive 
patient 
centered 
contraceptive 
counseling at 
time of 
abortion. 
Convenience 
sample of 42 
women 
seeking 
abortion care 
at a Milan, 
Italy 
Hospital. 
Prospective 
randomized 
control trial 
Pre-
test/Posttest 
evaluation of 
contraceptive 
attitudes, 
knowledge 
and 
contraceptive 
use pre-
abortion and 
at 1 month 
following 
abortion. 
Contraceptive 
continuation 
was evaluated 
3 months 
post-abortion.  
Very 
effective 
contraceptive 
use rate 
increased 
from 20 % to 
80% in 
experimental 
group 
compared to 
a change 
from 19 % to 
38% in 
control 
group. 
Experimental 
contraceptive 
knowledge 
increased 
 ( z= - 3.91; 
p=0.0001) 
and 
favorable 
contraceptive 
attitudes 
increased  
Patient centered 
contraceptive 
counseling can be 
efficacious in 
improving 
favorable 
attitudes, 
improving 
understanding, 
knowledge and 
contraceptive use 
in women 
undergoing 
abortion. 
1.Small 
sample size 
2. Risk 
social 
desirability 
effect 
 3. Limited 
follow up 
interval 
Level 2 
(Melnyk 
& 
Finehout-
Overholt, 
2014). 
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(z= -3.81; 
p=0.0001). 
No changes 
found in 
control 
group. 
Ferreira, A. 
L., Souza, A. 
I., Pessoa, R. 
E., & Braga, 
C. (2011). No 
funding 
source 
identified. 
The 
effectiveness 
of 
contraceptive 
counseling for 
women in the 
post abortion 
period: An 
intervention 
study. 
To evaluate 
the 
effectiveness 
of 
personalized 
contraception 
counseling on 
contraceptive 
uptake and 
acceptability 
in women 
following 
abortion. 
Convenience 
sample of 
246 women 
seeking 
abortion care 
in NE Brazil 
teaching 
hospital from 
July 2008- 
September 
2009. 
Prospective 
randomized 
control trial 
Interviews 
conducted 6 
months post 
abortion 
regarding 
contraceptive 
use, 
compliance, 
satisfaction 
and 
pregnancy 
status. 
At 6 month 
follow up 
98.4 % 
experimental 
group using 
contraceptive 
method 
compared to 
control 
70.6%  
(P<0.001). 
80.5% 
experimental 
group 
satisfied with 
method 
compared to 
33.3% 
control 
(P<0.001). 
Pregnancy 
rates- 2 
experimental 
group versus 
12 in control 
(p=0.006). 
Individualized 
contraceptive 
counseling 
increased 
contraceptive 
acceptance, 
satisfaction and 
use of a highly 
effective 
contraceptive 
method. 
1.Short 
follow up 
interval  
2. 
Acceptance 
rate and 
contraceptive 
method use 
as outcomes 
due to time 
and cost 
could result 
in over-
estimation of 
intervention 
effect. 
Level 2 
(Melnyk 
& 
Finehout-
Overholt, 
2014) 
Yassin, A.S., 
& Cordwell, 
D. (2005). 
 No funding 
source 
identified.  
Does 
dedicated pre-
abortion 
contraception 
counseling 
help to 
improve post-
abortion 
contraception 
uptake? 
To evaluate if 
an 
improvement 
to the quality 
of 
contraceptive 
counseling at 
time of 
abortion will 
increase 
contraceptive 
uptake rates. 
September 
2003- 
December 
2003, 
outpatient 
surgical 
abortion 
clinic in 
United 
Kingdom. 
Prospective 
intervention 
project. 
Contraceptive 
uptake rates 
during quality 
improvement 
phase 
compared to 
audit of 
uptake rates 
pre-
intervention 
in year 2000-
2001.  
96% patient 
received 
contraception 
after abortion 
with 73% 
selecting 
higher 
effective 
method 
compared to 
uptake rates 
of 40% with 
only 12% 
Provision of target 
contraceptive 
counseling by 
trained nurses 
dramatically 
increased post 
abortion 
contraception 
uptake rates. 
1. Lack of 
control 
group 
 2. Short 
intervention 
period 
Level 6 
(Melnyk 
& 
Fineout-
Overholt, 
2014) 
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highly 
effective 
method prior 
to 
intervention. 
Bender, S. S., 
& Reynir, 
T.G. (2004). 
No funding 
source 
identified.  
Effectiveness 
of pre-
abortion 
counseling in 
post abortion 
contraceptive 
use. 
To evaluate 
the effect of 
pre-abortion 
counseling on 
post abortion 
contraceptive 
rates. 
Convenience 
sample of 
420 women 
present for 
first trimester 
abortion at 
abortion 
clinic of 
hospital in 
Iceland from 
April 1999- 
May 2000. 
Randomized 
control trial 
Participants 
interviewed 
at 4-6 months 
post abortion 
as to 
contraceptive 
method 
started at 
abortion, 
reason for 
choice, 
compliance 
and method 
time plan. 
No 
significant 
difference in 
contraceptive 
use post 
abortion 
between 
experimental 
and control 
group (86% 
vs. 85%). 
Pre-abortion 
intensive 
contraceptive 
counseling may 
not be effective at 
changing 
contraceptive 
uptake rates but 
provision of 
contraception 
counseling at time 
of abortion 
important.  
1. Recent 
change to 
contraceptive 
counseling 
personnel  
2. 
Experienced 
nurse 
midwives 
counseled 
control 
group 
 3. 
Background 
differences 
noted 
between 
experimental 
and control 
group 
Level 2 
(Melnyk 
& 
Fineout-
Overhot, 
2014) 
Langston, A. 
M., Rosario, 
L., & 
Westhoff, C. 
L. (2010). 
Funded by 
grant from 
anonymous 
foundation. 
Structured 
contraceptive 
counseling: A 
randomized 
controlled 
trial. 
To evaluate 
the impact of 
addition of 
structured 
contraceptive 
counseling on 
contraception 
method 
choice, 
initiation and 
continuation. 
December 
2008- July 
2009, women 
presenting 
for abortion 
services at 
New York 
City Family 
Planning 
Center. N= 
186 total (N= 
96 
intervention, 
N= 90 
control 
group). 
Randomized 
control trial 
Baseline 
demographic 
questionnaire. 
Chart review 
to confirm 
contraceptive 
selection. 
Phone call at 
3 months to 
evaluate 
contraceptive 
continuation. 
No 
difference in 
patient 
choice of 
very 
effective 
method (OR 
0.74, 95% CI 
0.44, 1.26). 
No 
difference in 
contraceptive 
initiation rate 
(OR 0.65, 
95% CI 0.31, 
1.34) No 
association 
with very 
effective 
method use 
Structured 
counseling with 
WHO DMT had 
little impact on 
contraceptive 
method choice, 
initiation or 
continuation.  
1. Control 
group 
counselors 
specialized 
physicians.  
2. Sample 
specific 
geographic 
and ethic 
demographic 
3. Risk 
social 
desirability 
bias 
Level 2 
(Melnyk 
& 
Fineout-
Overholt, 
2014) 
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at 3 months 
(AOR 1.06, 
95% CI 0.53, 
2.14). 
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Appendix A 
 
WHO DMT Training Agenda 
Session 
No.  
Content Usual time 
required 
Materials 
    
    
1.3 Introduction to the Decision-Making Tool  
Presentation:  
           Introduction to the Decision-Making Tool 
           How to use the Decision-Making Tool 
Questions and Discussion 
30min  
    
1.5 Demonstration of using the tool 
Demonstration by facilitator to the group 
30 min  table and chair  
1.6a Practice with the tool 
Role Play Exercise: Practice using the tool 
(Groups of 3: client, provider and observer) 
30 min Role play 
scenarios 
Observer 
checklist 
1.6b Discussion 30 min Table and 
chairs 
 Total time 2 hrs 0 min  
 
(World Health Organization, 2015) 
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Appendix B 
WHO Counseling Self-Assessment Tool 
 
Assess your own counseling and communication skills: 
 
Provider Behaviours 
I could do 
better 
I do okay 
I do very 
well 
Listening skills 
1. Find out reason for client visit    
2. Maintain eye contact with the client    
3. Concentrate fully on what the client is saying    
4. 
Wait for the client to answer one question before asking 
another question 
   
5. 
Let the client know you are listening by repeating what 
she/he said or nodding encouragement 
   
Being responsive to the client 
6. Respond to the client’s questions and statements    
7. Give full attention to client’s fears and anxieties    
8. Respect the client’s opinions    
9. Reassure the client about safety of contraceptives    
10. 
If client brings up a misconception, respond with 
accurate information  
   
Expressing positive emotions 
11. Ask client about her/his feelings    
12. Use an interested and friendly tone of voice    
13. 
Respond to the client with positive words (not criticism 
or judgment) 
   
 
Say something personal to the client (for example, how 
well or attractive they or baby look) 
   
Getting/drawing out information 
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Provider Behaviours 
I could do 
better 
I do okay 
I do very 
well 
14. Ask client if she/he has a method in mind    
5. 
Ask client her/his feeling about or experience with a 
method 
   
16. 
Ask client to tell you if she/he doesn’t understand 
something 
   
17. 
Ask open-ended questions (beginning with “how” or 
“what”, for example “How would you feel about 
changing methods?” instead of “Do you want to change 
methods?”) 
   
18. 
Check whether the client understands and remembers 
technical information 
   
Verifying the client’s decision 
19. 
Ask reasons for the client’s decision to adopt, continue 
using, or switch to a certain method 
   
20. 
Make sure the client understands consequences of 
decision to use or switch methods 
   
21. 
Describe an alternate method or course of action that 
the client could choose 
   
22. 
Check whether the client is happy with her/his initial 
decision on method use 
   
Giving information 
23. 
Use chart, model or method sample to help explain 
method 
   
24. 
Explain technical concepts in words that the client could 
understand 
   
25. 
Explain how technical information is related to the 
client’s personal situation 
   
26. 
Discuss dual protection with the client (protection from 
pregnancy and STIs/HIV) 
   
Encouraging client participation 
27. 
Invite the client to speak freely and ask questions during 
consultation 
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Provider Behaviours 
I could do 
better 
I do okay 
I do very 
well 
28. 
Ask the client to tell you more about an issue that 
she/he brought up 
   
29. Tell the client that she/he asked a good question    
30. 
Encourage client to return if she/he has any questions, 
problems or concerns 
   
31. 
Encourage the client to be open about sexual partners 
and/or sexual problems. 
   
Total Score    
 
(World Health Organization, 2015) 
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Appendix C 
 
Focus Group Discussion Guideline: 
• What are your thoughts about the decision making tool? 
• How did you use it? 
• What did you like about the tool? 
• What did you dislike about the tool? 
• How did it change you contraceptive counseling? 
• Was it helpful? Why or why not?  
• What would you change about the tool? Why? 
• Did you feel more supported and confident in counseling with the information present? 
• How did patients react to the tool? 
• Which patients were most likely to engage in the use of the tool? Which were least? 
• Did you perceive patients to be more participatory in decision making when they used the 
tool? 
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Appendix D 
 
Executive Summary 
Nurses’ Experiences with Implementation of a Contraceptive Shared Decision Making Tool 
Barbara Osborne DNP (c), WHNP-BC, CRNP 
 
Purpose: The purpose of this project was to implement an evidence based shared decision 
making tool, the World Health Organization (WHO) Shared Decision Making Tool (DMT) into 
current clinical practice for women undergoing contraception selection decision making at the 
time of an abortion care visit. The goal was to improve the quality of nurse led contraceptive 
counseling sessions and increase patient participation in shared decision making. This was a 
quality improvement pilot project.  
 
Methods of Investigation: Nursing staff participated in pre/posttest of counseling skills and an 
educational in-service on the WHO DMT. The tool was then implemented into clinical practice 
for 6 weeks. After 6 weeks the nurses completed the post -test assessment of counseling skills 
and took part in a focus group discussion. The focus group session was recorded and analyzed 
for thematic content and the self-assessment pre/posttest scores were analyzed by means of 
frequency statistics via Microsoft excel.  
 
Findings: 
Quantitative- The overall average improvement in all assessment measures was 15%. Seven of 
the thirty-one assessment questions had improvements greater than 30%, including self- 
assessment of: maintaining eye contact with patient (31.25%), reassure patient about safety of 
contraceptives (30%), ask patient about feelings (50.77%), ask patient about decision to adoption 
of a new method (50.77%), use of a chart, model or method sample to help explain model 
(30.67%), explain how technical information relates to patient’s personal situation (40%) and 
discuss dual protection with patient- protection from pregnancy and STI/HIV (40%).  
 
Qualitative- Two main themes were identified from the focus group discussion of the WHO 
DMT use in the clinical setting: Enhanced Education and Enhanced Participation. Sub-themes in 
education were further identified to be a superior nurse educator, a better supported nurse and a 
more confident nurse. The main theme of Enhanced Participation additionally identified three 
sub-themes: Patient centric, patient empowerment and fostering a trusting environment. 
 Nurses reported a greater ability to provide evidence based contraceptive education to patients, 
they felt the quality of their counseling sessions improved and they valued the support the tool 
provided in their access to current evidence based guidelines in their ability to provide quality 
contraceptive counseling. The nurses unanimously agreed to a feeling of better support with the 
tool present, furthermore, a unanimous consensus was expressed as to the tool’s ability to engage 
the patient in the decision making process. The nurses confirmed that with use of the tool the 
counseling session switched from a provider dominated session to a patient led/patient centered 
shared decision making model. Furthermore, the nurses reported with DMT use a greater sense 
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of patient empowerment and autonomy in decision making was perceived, in addition to the 
creation a trusting environment with tool use.  
Conclusions: 
Implementation of a contraceptive shared decision making tool led to higher quality counseling 
between nurses and patients, while the provision of education in turn lead to increased 
participation in the decision making process by patients. The shared decision making model can 
meet patient’s need for contraceptive education while supporting the provider and patient both in 
creating an environment free of contraceptive coercion.  
 
Recommendations: 
The WHO DMT has been gifted to the center for the continuing use by nursing staff. At the 
conclusion of the focus group nurses requested to keep the tool for continued use. 
To ensure continued utilization of current evidence based contraceptive guidelines it is 
recommended a member of the nursing staff be assigned, on a yearly base to review the tool. 
This should include a consult with the prescribing provider and review of the CDC guidelines to 
ensure the current status of the information in the tool. Subsequently, this information can be 
found at http://www.cdc.gov/reproductivehealth/UnintendedPregnancy/USMEC.htm.  
It is advised the member of the nursing staff present any changes in contraceptive access to the 
nursing staff at the yearly contraceptive in-service. When updates are needed or if the staff 
desires to change or modify the tool, the pages of the tool may be modified at the discretion of 
the center and slides can be found at 
http://www.who.int/reproductivehealth/publications/family_planning/9241593229/en/. 
 
Thank you for the opportunity to work with your staff.  
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Appendix E 
WHO Self- Assessment of Counseling  
Pre-test raw scores 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Before
Sample 1 Sample 2 Sample 3 Sample 4 Sample 5 Sample 6 Sample 7 Avg
1 3 2 3 3 3 3 3 2.86
2 2 2 2 3 2 2 3 2.29
3 3 2 2 2 3 3 2 2.43
4 3 2 2 3 3 2 3 2.57
5 2 2 3 3 2 3 2 2.43
6 3 2 3 3 3 3 3 2.86
7 3 3 1 2 3 2 3 2.43
8 3 3 3 2 3 3 3 2.86
9 1 2 2 2 3 2 2.00
10 2 2 3 3 2 3 2 2.43
11 2 2 1 2 3 1 2 1.86
12 2 2 3 3 2 3 2 2.43
13 2 2 3 3 2 3 2 2.43
14 3 3 2 3 2 3 3 2.71
15 2 3 2 2 3 1 2 2.14
16 3 3 3 2 2 2 2 2.43
17 1 3 2 2 2 1 2 1.86
18 2 2 3 2 3 2 3 2.43
19 2 3 2 2 1 1 2 1.86
20 2 2 2 2 2 1 2 1.86
21 2 2 3 3 2 3 2 2.43
22 2 2 2 2 2 3 2 2.14
23 3 2 2 1 2 3 2 2.14
24 3 2 3 3 2 3 1 2.43
25 3 2 2 2 2 1 1 1.86
26 2 2 1 2 3 2 1 1.86
27 3 2 3 3 3 3 2 2.71
28 2 2 3 2 1 3 1 2.00
29 1 3 1 1 2 3 1 1.71
30 2 3 3 3 3 3 2 2.71
31 3 3 1 3 2 2 1 2.14
71.29
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Post Test Raw Scores 
 
  
 
After
Sample 1 Sample 2 Sample 3 Sample 4 Sample 5 Avg Gain/Loss % Gain/Loss
3 3 3 3 3 3.00 0.14 5.00%
3 3 3 3 3 3.00 0.71 31.25%
3 3 3 2 3 2.80 0.37 15.29%
2 3 3 2 3 2.60 0.03 1.11%
3 2 3 3 2 2.60 0.17 7.06%
3 3 3 3 2 2.80 -0.06 -2.00%
3 2 3 2 3 2.60 0.17 7.06%
2 3 3 3 3 2.80 -0.06 -2.00%
3 2 3 3 2 2.60 0.60 30.00%
3 3 3 3 3 3.00 0.57 23.53%
2 3 3 3 3 2.80 0.94 50.77%
3 3 3 2 3 2.80 0.37 15.29%
3 3 3 3 3 3.00 0.57 23.53%
3 3 2 3 3 2.80 0.09 3.16%
2 3 3 2 2 2.40 0.26 12.00%
3 2 3 3 3 2.80 0.37 15.29%
2 3 2 2 2 2.20 0.34 18.46%
3 2 3 2 2 2.40 -0.03 -1.18%
3 3 3 3 2 2.80 0.94 50.77%
2 2 3 2 1 2.00 0.14 7.69%
3 3 3 3 2 2.80 0.37 15.29%
2 2 2 3 2 2.20 0.06 2.67%
3 3 3 2 3 2.80 0.66 30.67%
3 3 3 3 3 3.00 0.57 23.53%
2 3 3 3 2 2.60 0.74 40.00%
3 3 3 2 2 2.60 0.74 40.00%
3 3 3 3 3 3.00 0.29 10.53%
2 2 2 2 2 2.00 0.00 0.00%
1 2 3 1 2 1.80 0.09 5.00%
3 3 3 3 2 2.80 0.09 3.16%
3 2 2 3 1 2.20 0.06 2.67%
10.31 15.66%
14.47%
